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FOCUS ON APPROPRIATE CARE 

The Value of Delivering Appropriate Care 

Timothy J. Ward and Allison Russo 

Researchers estimate that approximately 30 percent of healthcare cost in the U.S. is generated by poor quality, inap- 
propriate care. High healthcare costs and increasing budget constraints will force all healthcare decision-makers, in- 
cluding leaders in Navy Medicine, to critically evaluate the use of various healthcare services and resources to identify 
and reduce potentially inappropriate care in an effort to increase the value of the care provided with limited resources. 


Each year, the United States spends more per capita 
on healthcare than any other nation, yet the value of 
healthcare in terms of outcomes and quality is the same 
or worse than most developed countries. A significant 
source of this low-value return on spending is inap- 
propriate care, which includes the overuse, misuse, 
and underuse of healthcare services and resources. The 
World Health Organization defines appropriate care as: 

• Care that meets the health needs of the entire popula- 
tion 

• Care that is effective and based on the best available 
scientific evidence 

• Interventions that are safe and that do not cause any 
harm or suffering 

• Priorities for the allocation and organization of re- 
sources that are based on equity and economic ef- 
ficiency 


IN THIS ISSUE 

Volume 2 • Issue 5 


Focus on Appropriate Care 1 

Skills and Methods - Defining Appropriateness 3 

Data and Information Systems - Identifying 
Potentially Inappropriate Care 5 

New Knowledge - Noted Resources 6 

What's Coming Up 6 

Tips and Tricks - Identifying Constellations 7 

Knowledge Sources 11 


The value of delivering appropriate care can be found 
in improved patient experiences and outcomes by de- 
creasing the need for healthcare services, lowering the 
use of high-intensity and invasive procedures when 
possible, and performing fewer duplicative services. 
Moreover, ensuring access to appropriate care lowers 
the unnecessary utilization of scarce resources, and in 
turn, lowers costs. The challenge in ensuring the de- 
livery of appropriate care requires first, that potential 
sources of inappropriate care be identified and second, 
that intervention strategies to reduce this type of care 
be implemented. 

In the early 1930s, Dr. Roger Lee and Dr. Lewis Jones 
were tasked by Congress to outline the fundamentals of 
good medical care and estimate the services required 
to supply the medical needs of the United States. No 
small undertaking, Lee and Jones set out to define “ad- 
equate, scientific medical care” and define and quantify 
“a sufficient quantity of good medical care to supply 
the needs of the people according to the standards of 
good current practice.” Their approach to this highly 
ambitious endeavor included a qualitative and quanti- 
tative evaluation of current medical practice from the 
prevention, diagnosis, and treatment perspectives of 
caring for patients. This same basic approach described 
by Lee and Jones in 1934 can be used in modern-day 
healthcare to identify and reduce potentially inappro- 
priate care. 

In Navy Medicine, several questions related to the ap- 
propriateness of care are being analyzed to determine 
the value of new or existing programs and practice pat- 
terns. Lor example, should a higher priority be placed 




on identifying and enrolling all patients with chronic 
conditions in a Medical Home Port? Should major sur- 
geries (e.g., hip and knee replacement, spinal fusion, 
and coronary artery bypass) be performed at high vol- 
ume “centers of excellence” rather than in low-volume 
hospitals by low-volume providers in an effort to im- 
prove outcomes and reduce adverse events? What are 
the patient outcome and resource implications for high 
variation in the practice of care? To answer these types 
of questions, an enhancement to the Lee and Jones ap- 
proach might include critically evaluating the following 
components of the healthcare continuum (Figure 1): 

• Population health 

• Treatment of illness 

• Individual episodes of care 

• The delivery of intermediate products 

• Resource utilization 

• Operating costs 

Population Health 

The population health component includes processes 
that reduce the rate at which the population becomes ill. 
Identifying lifestyle choices related to smoking, drugs, 
alcohol, diet, exercise, and the use of seatbelts, as well as 
interventions that change these choices, can potentially 
reduce future healthcare utilization and costs. Likewise, 
specific medical interventions such as immunizations, 
screening programs, well-child check-ups, and adequate 
access to primary care can reduce inappropriate care. 

Treatment of Illness 

The treatment of illness component involves processes 
that facilitate selecting the “best” treatment model and 
location of care. For example, treatment models that 
include diet and exercise interventions might be more 


appropriate than, or as effective as, interventions in- 
volving medications and procedures. Less invasive sur- 
geries, such as laparoscopic procedures or robotic sur- 
gery, might have comparable outcomes and lower costs 
than general, open surgeries. Similarly, the location of 
treatment - an inpatient surgery vs. same day surgery 
- might be more advantageous in terms of outcomes, 
costs, and patient satisfaction. 

Individual Episode of Care 

The episode of care component involves processes that 
make possible the use of best practice treatment pro- 
tocols. There is often much variation in the way indi- 
vidual conditions and diseases are treated despite clear, 
evidence-based guidelines published by many medical 
specialty organizations. An evaluation of whether these 
guidelines are followed and how they can be implement- 
ed into widespread practice can reduce much of this un- 
necessary variation in how care is delivered. Moreover, 
signals of potentially inappropriate care for specific 
services often involve an ongoing monitoring of work- 
load measures such as the number of outpatient visits or 
hospital admissions per patient, inpatient length of stay 
outliers, ICU days, post-anesthesia care unit time, and 
referrals for ancillary services such as laboratory tests, 
imaging, and pharmacy. 

Delivery of Intermediate Products 

The intermediate products component includes interme- 
diate processes related to the provision of care. These 
intermediate products include processes such as ap- 
pointment scheduling, care coordination strategies, dis- 
charge management plans, hours of operation in a clinic, 
product distribution and replenishment plans, and room 
turnaround time. Inefficiencies in operational processes 
in a clinic or hospital can cause the misuse, overuse, and 
underuse of healthcare services and resources. These 


Figure 1. Components of the healthcare continuum 
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operational processes can be mapped and modeled to 
evaluate how an organization works and where ineffi- 
ciencies exist so that strategies for the reengineering of 
these processes can be implemented. 

Resource Utilization 

The resource utilization component consists of the hu- 
man and material resources required to provide health- 
care at the level of need of the population and at a lev- 
el of expertise that does not cause harm or suffering. 
Human resources include medical staffing at various 
professional levels, such as physicians, physician ex- 
tenders, physician assistants, advanced practice nurses, 
nurse generalists, technicians, and administrative/clerk 
personnel. Material resources include facilities and sup- 
plies within a clinic or hospital, such as beds by type, 
procedure rooms, laboratory and imaging equipment, 
and pharmacy space. Resources can be allocated to 
“make” care within Navy facilities or “buy” care using 
managed care support contracts and supplemental care 
arrangements, depending on the health needs of the pop- 
ulation. A misallocation of resources can be both costly 
and create inefficiencies that propagate inappropriate 
care. 

Operating Costs 

The cost component includes the expenses related to the 
operation of the health business, as well as the operation 
of a product line, medical unit, or piece of equipment. 
Operating costs are directly impacted by all other com- 
ponents of the healthcare process - population health, 
treatment of illness, individual episode of care, inter- 
mediate products, and resource utilization. While ineffi- 
ciencies in any of these components may raise operating 
costs, judgments about the appropriateness of care are 
also made within the context of budget constraints and 
management efforts to contain costs. It should also be 
noted that costs such as per member per month (PMPM) 
can be easily measured and monitored, but the manage- 
ment of PMPM costs requires actively managing the 
relationships between all components of the healthcare 
continuum. 

In summary, it is critical to continually monitor and 
evaluate the care delivered to our Navy Medicine ben- 
eficiaries from all perspectives, so that inappropriate 
care can be reduced. Moreover, identifying inefficien- 


cies and implementing strategies to reduce inappropri- 
ate care early in the care continuum (e.g., reducing the 
rate at which the population becomes ill, selecting the 
best treatment model and location, and implementing 
best practices) is more effective than attempting inter- 
ventions later in the care continuum (e.g., engineering 
the delivery of intermediate products and allocating 
resources for “make” and “buy” decisions) as a cost- 
control mechanism. Consequently, decision-makers in 
Navy Medicine must make the reduction of inappropri- 
ate care a strategic priority in order to improve patient 
outcomes, reduce costs, and increase the value of care 
delivered to our beneficiaries. 

Mr. Tim Ward is the Deputy Program Director at the Program 
Analysis and Evaluation office at BUMED, and Allison Russo 
is a Senior Researcher at Kennell and Associates. 

SKILLS AND METHODS 

- DEFINING APPROPRIATENESS 

Although the term appropriateness is commonly used 
in healthcare, there is no standardized definition or uni- 
form understanding of how it should be applied to spe- 
cific treatments, individuals, and settings. There is also 
variation in the judgment of appropriateness depending 
on the perspective of those being asked the question - 
patients, providers, and policymakers. However, it can 
generally be agreed that appropriate care implies a net 
benefit that minimizes risk and harm to the patient. 

Appropriateness Defined in Terms of Benefits and 
Risks 

Appropriateness research was pioneered in the 1980s 
by the RAND Corporation’s Health Services Utilization 
Study, and following much of this research, a definition 
of appropriateness that included the notion of risks and 
benefits was introduced. The RAND definition proposed 
that “a procedure was considered to be performed for 
appropriate reasons to the extent that its expected health 
benefits exceeded the expected negative consequences 
by a sufficiently wide margin that the procedure was 
worth doing”. 1 On the contrary, when the risks exceeded 


1 Leape, L. L., Park, R. E., Soloman, D. H., Chassin, M. R., Kosecoff, J., & 
Brook, R. H. (1990). Does Inappropriate Use Explain Small-Area Variations 
in the Use of Healthcare Services? JAMA, 263(5), 669-672. 
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the benefits, the procedure was judged as inappropriate. 
Even today, the RAND characterization of appropriate- 
ness, particularly the idea that benefits of a treatment 
exceed its risk, is the most commonly used definition in 
the empirical literature. 

In 1996, two pairs of researchers, Lavis and Anderson 
and Sharpe and Faden, expanded on the RAND defini- 
tion of appropriateness and described two frameworks 
that included the constructs and concepts of appropriate 
care. 2,3 

Appropriateness of Service and Setting 

Lavis and Anderson conceptualized appropriate care as 
being comprised of two components: appropriateness of 
service and appropriateness of setting. 2 3 

• Service — Appropriateness of service was determined 
if clinical symptoms, physical examination, and di- 
agnostic tests indicate that the patient will receive 
benefit from the service with the assumption that ser- 
vices are provided in a high-quality way. Conversely, 
an inappropriate service was not expected to benefit 
the patient and, in some cases, might actually harm 
the patient. 

• Setting — Unlike the RAND definition of appropri- 
ateness, which included no mention of costs, Lavin 
and Anderson’s framework associated the appropri- 
ateness of setting component with cost-effectiveness. 
Essentially, appropriateness of setting was determined 
by whether or not the patient’s clinical characteristics 
and need for services matched the setting where the 
care was provided. Setting was described as “a proxy 
measure of the resources used to provide care.” La- 
vis and Anderson noted that with the consideration 
of appropriateness of setting, there is an assumption 
that the appropriateness of service component was 
achieved. In other words, no setting is appropriate for 
inappropriate services. 

Lavis and Anderson believed the differences between 
the appropriateness components of service and set- 


2 Lavis, J. N., & Anderson, G. M. (1996). Appropriateness in healthcare 
delivery: definitions, measurement & policy implications. Can Med Assoc J, 
154(3), 321-328. 

3 Sharpe, V. A., & Faden, A. I. (1996). Appropriateness in patient care: A 
new conceptual framework. The Milbank Quarterly, 74(1), 115-138. 


ting paralleled the differences between effectiveness 
and cost-effectiveness. A treatment is effective if the 
patient’s health improves after it is provided, while its 
cost-effectiveness is determined by the least expensive 
mix of services required to improve the patient’s health. 
Appropriateness of service and effectiveness are related 
because, if a treatment is effective for a patient with a 
given set of indications, it is an appropriate treatment. 
Similarly, if a treatment can be provided in an alter- 
nate setting at a lower cost for a given set of patient 
indications, that alternate setting is the cost-effective 
choice and the appropriate setting. Lavis and Anderson 
note that identifying inappropriate settings depends on 
the availability of alternative, less expensive settings, 
which may or may not exist. 

A Broader Perspective 

Sharpe and Faden also expanded the appropriateness 
definition to include considerations of costs when they 
conceptualized their framework, which focused on de- 
cision-making for surgical interventions. 2 Sharpe and 
Faden’s appropriateness concept was much broader than 
the Lavis and Anderson concept and included the view 
that appropriateness is not dichotomous (i.e., appropri- 
ate versus inappropriate), but rather, evaluative over a 
spectrum of care. Sharpe and Faden believed that the 
appropriateness concept was “variously informed by the 
norms and values of science, of medicine, of individu- 
als, and of society [and] should not be regarded simply, 
or even primarily, as an evidentiary problem, but rather 
as a problem of values assessment.” This evaluative 
view of appropriateness led to their distinction of three 
key perspectives of appropriateness: clinical, patient, 
and societal. 

• Clinical — The clinical perspective is focused on evi- 
dentiary judgments of the clinical efficacy and effec- 
tiveness of a clinical intervention. Recommendations 
for a procedure are based on four clinical factors: the 
patient’s clinical profile, the physician’s (and team’s) 
skill, the quality of evidence supporting a procedure, 
and the procedure’s clinical benefit:harm ratio. 

• Patient — The patient perspective of Sharpe and 
Faden’s framework determines appropriateness for 
both the average patient and the individual patient. 
For the average patient, patient-centered outcomes of 
care such as clinical outcomes, well-being, and patient 
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satisfaction determine whether the procedure will 
benefit the patient. The more these patient-centered 
considerations are included in the evidence base, the 
more relevant the findings of efficiency are to actual 
patients. However, Sharpe and Faden argue that ap- 
propriateness must not only consider the clinical ben- 
efits and quality of life for the average patient, but it 
must also consider the relevance of clinical and non- 
clinical benefits and harms for the individual patient. 
Aggregate data about health outcomes do not capture 
an individual patient’s values, risk preferences, and fi- 
nancial and social circumstances. Ultimately, it is the 
individual patient who determines the desirability of 
a procedure, and even procedures that are considered 
highly indicated from a clinical perspective may be 
undesirable to the patients based on his/her own val- 
ues. Therefore, appropriateness must also be judged 
by the desirability of a procedure by the informed pa- 
tient. 

• Societal — Finally, the societal perspective concep- 
tualized by Sharpe and Faden’s framework consid- 
ers the appropriateness of care within the context of 
healthcare institutions and a larger societal context 
where the aims of healthcare must compete for limited 
social resources. Within institutions, issues of appro- 
priateness are imbedded in such practices as utiliza- 
tion review. Within a larger context of health policy, 
societal meanings of appropriateness are marked by 
deliberations about budgets, essential and non-essen- 
tial services, and healthcare rationing. The societal 
perspective recognizes that healthcare decisions and 
determinations about appropriateness are linked to so- 
cial policies aimed at addressing concerns about esca- 
lating healthcare costs. For a society, a determination 
of the goals that will or will not be pursued when hu- 
man needs are considered within the context of market 
economics is based on societal values, not facts from 
scientific evidence. 

DATA AND INFORMATION SYSTEMS 

- CORPORATE REPORTS IDENTIFYING 
POTENTIALLY INAPPROPRIATE CARE 

M2 corporate documents are pre-formatted Business 
Objects queries and reports that are available to all M2 
users. These reports were built to address commonly 


asked questions and can be used “as is” or customized 
for specific information needs. This article discusses M2 
corporate reports in Deski that were developed specifi- 
cally for identifying potentially inappropriate care and 
utilization. 

The M2 contains many corporate reports in Deski that 
are useful in identifying potentially inappropriate care/ 
utilization. The reports are located in the Medical Man- 
agement directory and cover two basic areas — prevent- 
able admissions and utilization (including ER, inpatient, 
and outpatient). Seven reports will be covered in this 
discussion: 

• Medical Management Heavy ER Users Report 

• Medical Management Preventable Admission Report 

• Medical Management Percentage of Total Admissions 
that are Preventable Report 

• Medical Management Preventable Admission List Re- 
port 

• Medical Management Inpatient Utilization Rates Re- 
port 

• Medical Management Outpatient Utilization Rates 
Report 

• Medical Management Length of Stay Review Report 

Medical Management Heavy ER Users Report 

This report presents person-level ER utilization across 
systems. Direct care and purchased care records are 
combined, and only one record per person per day is 
used when counting visits. ER records in the direct 
care system (CAPER) are identified using MEPRS 
Code “BIA” (emergency medical clinic) and Procedure 
1 =“9928 1-99285” (E&M codes indicating emergency 
department visit). Similarly, ER records in the purchased 
care system (TED-NI) are identified using Place of Ser- 
vice=“23” (ER facility) and Procedure Code=“99281- 
99285.” The one-record-per-person-per-day logic is 
particularly important for purchased care due to the fact 
that multiple claims are submitted for the same visit, 
such as one facility claim and one physician claim, and 
that a TED-NI record represents one line item, not one 
claim. Users can view this report by Fiscal Year and Per- 
son ID. A prompted filter is used to limit records to ben- 
eficiaries in a user-defined MTF Service Area. 
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Medical Management Preventable Admission Report 

This report contains patient-level records for prevent- 
able admissions. It is limited to beneficiaries that are 
continuously enrolled for 12 months and combines direct 
care and purchased care admissions. The report includes 
useful information, such as preventable admissions per 
1000 enrollees, the number of unique preventable ad- 
mission categories per person, the number of bed days 
per preventable admission, and costs. 

Medical Management Percentage of Total Admis- 
sions That Are Preventable Report 

This report allows managers to see what percent of 
admissions at each MTF is deemed preventable. Data 
are available by Alternate Care Value, Beneficiary Cat- 
egory, and Preventable Admission Indicator (AHRQ) so 
that managers can determine if there are potential prob- 
lems within a specific demographic or condition. 

Medical Management Preventable Admission List 
Report 

This report is simply a person-level report that includes 
the number of one or more unique preventable admis- 
sion indicators associated with a beneficiary admission. 

Medical Management Inpatient Utilization Rates 
Report 

The inpatient utilization report combines inpatient uti- 
lization from direct care (SIDR) and purchased care 
(TEDI) and is available by Major Diagnostic Category 
(MDC). The report is limited to Prime enrollees at a us- 
er-defined enrollment site. Days per 1000 enrollees and 
RWPs per 1000 enrollees are available, as well as total 
workload and enrollees. Managers can compare their 
rates to other comparable MTFs. Fligher rates compared 
to peers may be indicative of a problem. 

Medical Management Outpatient Utilization Rates 
Report 

This outpatient utilization report combines outpatient 
utilization from direct care (CAPER) and purchased 
care (TED-NI) and is available by MDC. The report is 
limited to Prime enrollees at a user-defined enrollment 
site. RVUs per 1000 enrollees are available, as well as 
total workload and enrollees. 


Medical Management Length of Stay Review Report 

This length of stay review report can be used to identify 
types of care at an MTF in which patients stayed longer 
than that same mix of patients would have stayed had 
they been treated at a similar MTF. This report is avail- 
able by MS-DRG, Beneficiary Category, and MDC, and 
it is limited to a user-specified Treatment DMIS ID. 

NEW KNOWLEDGE 

- NOTED RESOURCES 

Choosing Wisely is an American Board of Internal Med- 
icine (ABIM) Foundation campaign, which aims to en- 
gender fruitful conversations between physicians and 
patients that focus on effective uses of healthcare exams 
and procedures, as well as evidence-based smart care 
choices. 

To combat rising healthcare costs and the finite resources 
available in healthcare, the ABIM Foundation recruited 
experts from each specialty society (a total of nine so- 
cieties representing 374,000 physicians) to evaluate ex- 
ams or procedures in their fields, where evidence fails 
to show that their repeated uses add value to the health 
outcomes of patients (“5 Things Physicians and Patients 
Should Question” http://choosingwiselv.org/ ). Each list 
provides specific evidence-based recommendations that 
can serve as a guide for the physician and patient to help 
determine the best and most appropriate form of care 
based on the patient’s individual situation. In this multi- 
year effort, the ABIM Foundation and its partners hope 
that by following clinical, evidence-based best prac- 
tices, physicians and patients together can change the 
current culture and reduce the waste of resources and 
increases in costs created by duplicative or unnecessary 
procedures that may not improve people’s health. 

WHAT’S COMING UP 

Defense Connect Online (DCO) Training Opportunities 

The TMA-sponsored WISDOM curriculum is be- 
ing extended through use of monthly DCO sessions 
for M2 users desiring refresher training. Each of the 
webinars will be conducted at 9 a.m. EST and again at 5 
p.m. EST, usually on every last Wednesday of the month. 
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The following topics will be covered in the upcoming 
months: 

• Linking and Subqueries: December 19, 2012 

• External Data Providers: January 30, 2013 

• Deployment and War Related Data: February 27, 2013 

• Combining Queries: March 27, 2013 

• Clinical Classification Systems: April 24, 2013 

• UDOs and Local Variables: May 29, 2013 

Please check the WISDOM website ( http://www.tri care, 
mil/ocfo/bea/wisdom.cfml for updates regarding DCO 
topics and times, and also monitor your e-mail for M2 
blasters with DCO session announcements. For record- 
ings or information on past DCO sessions, go to M2/ 
Infoview under Public Folders/M2/ TMA-HA/ Courses/ 
WISDOM/WISDOM DCO Refreshers. 


TIPS AND TRICKS 

-IDENTIFYING CONSTELLATIONS 

Data extractions and tabulations often result in lengthy 
tables from which it is difficult to draw conclusions; 
however, a thoughtful analytic review of lengthy data 
tables may suggest the values cluster into groups that 
make sense and are somewhat homogeneous. The term 
“constellation” is sometimes used to describe a particu- 
lar combination of values in dimensions, or this may 
be thought of as a star with each point representing 
value(s) in a different dimension. With some practice, 
“If/Then/Else” constructions become relatively easy to 
design and use and are key tools to transforming raw 
data to management-useful information. 


IDENTIFYING CONSTELLATIONS - EXAMPLE 


Illustration/Exercise: 

An example would be to extract the FY2012 potentially 
preventable admissions for enrollees at Naval Hospital, 
Jacksonville, along with basic demographics and the 
type of preventable admission, resulting in a long table 
(Figure 1), which could contain up to 153 rows. 


Using slice-and-dice to make a cross-tab is one step 
towards making the table digestible. Although, as the 
snapshot of the table in Figure 2 shows, 17 rows and 
nine columns (153 cells of information) are still difficult 
data from which to reach conclusions. 


Figure 1. Raw data 
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Figure 2. Slice-and-dice cross-tab 
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IDENTIFYING CONSTELLATIONS - EXAMPLE 


Columns of indicators can also be grouped using either the “alligator clip” icon or a local variable (Figure 3). 
While the resulting table is still 17 rows long, there are fewer columns with friendlier names, which improves 
understanding the nuances of the data (though the resulting table still has 102 cells of information). 

Figure 3. Cross-tab with local variable 



A further thoughtful analytic assessment of the table suggests the demographics cluster into groups that make 
sense and are somewhat homogeneous. A review of the full table in this example suggests five major constel- 
lations: all the active duty; for non-active duty, men separate from women, and the relatively young (under 45) 
separate from those who are older. The complete table by constellations is shown in Figure 4, with only 30 cells 
of information, six of which are empty: 

Figure 4. Cross-tab with constellations 
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The combined value sets of the constellation (left column of Figure 4) are created as local variables (Data/Vari- 
ables/Add) using a formula that relies on “If/Then/Else” logic. The analyst first carefully thinks through the 
logic desired, and then builds the formula entirely by clicking on items in the formula window, except for typing 
the actual values that should appear in the column holding each cluster. In this case, all Active Duty were put 
in one group, so the formula began: 

=If <Ben Cat Common> = “4” Then “Active Duty” Else . . . 
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IDENTIFYING CONSTELLATIONS - EXAMPLE 


Each term of this was one or two clicks in the formula window, shown by the series in Figure 5. 
Figure 5. Variable Editor series 
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Definition Formula | 
Formulas 


■ If <Ben Cat Common > 
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between quotation marks before proceeding. 


= If <Ben Cat Common >=’4' Then ’Active Duty’ 
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Continuing in similar fashion, the entire formula becomes what is shown below (Note: most analysts find these 
formulas easier to design and read by indenting as shown below, but M2 will not keep the indenting in the for- 
mula window): 

= If <Ben Cat Common>=“4” 

Then “Active Duty” 

Else If <Gender>=“M” 

Then ( If <Age Group Code> InList (“G” , “H”) 

Then “Old Men” Else “Young Men”) 

Else If <Age Group Code> InList (“G” , “H”) 

Then “Old Women” Else “Young Women” 

With some practice, “If/Then/Else” constructions become relatively easy to design and use and are key tools in 
transforming raw data to management-useful information. 
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KNOWLEDGE SOURCES 


IN THE NEXT ISSUE... 


Below are upcoming conferences for professional 
growth and development. 

February 4-5, 2013: National Flealth Policy Conference 

- Washington, D.C. 
http://www.academvhealth.org/Events/ 

February 11-14, 2013: 2013 Military Flealth System 
Conference - National Flarbor, MD 
http://www.health.mil/2013MFlSConference.aspx 

March 3-7, 2013: The 8th National Conference on 
Quality Flealthcare for Culturally Diverse Populations 

- New Orleans, LA 

http://www.diversitvrx.org/2013-conference 

March 11-14, 2013: FIIMSS 13: Annual Conference & 
Exhibition - Oakland, CA 
http://www.himssconference.org/ 

March 21-26, 2013: Uniformed Services Academy 
of Family Physicians Annual Meeting - Orlando, FL 
http://www.usafp.org/annual-meeting.htm 

March 25-28, 2013: Society of Armed Forces Medical 
Laboratory Scientists (SAFMLS) Annual Meeting - 
St Louis, MO 
http://www.safmls.org/ 

April 3-6, 2013: Freedom & Recovery 2013: Integrated 
Mental Health and Addiction Treatment for Service 
Members - Coronado, CA 

http://www.eventsinamerica.com/events/freedom- 
recoverv-2013-integrated-mental-health-and-addic- 
tion-treatment-for-service-members/ev500ee2d75 1 7e 1/ 

April 8-10, 2013: 10th Annual World Healthcare Con- 
gress - Washington, D.C. 

http://www.worldcongress.com/events/HR13000/ 

May 18-22, 2013: International Society for Pharmaco- 
economics and Operations Research (ISPOR) Annual 
International Meeting - New Orleans, LA 
http://www.ispor.org/ 


The next issue of Healthcare Analytics in Navy 
Medicine will focus on the field of health servic- 
es research (HSR) and its growing role in Navy 
Medicine. This issue will examine why HSR is 
becoming a critical resource in healthcare de- 
livery and the challenges associated with imple- 
menting an effective HSR function within Navy 
Medicine. The next issue will describe concepts 
of HSR, discuss tools designed to help analyst 
support HSR efforts, and highlight emerging 
knowledge about this field of study. 


Editor: 

Robert D. Willis 


Managing Editors: 

C. Allison Russo 
John Montgomery, Ph.D. 


Presentation Designer: 

Liz Ritter 


Contributors: 

Tim Ward, Veronika Badurova, 
Richard Holmes, Laura Hopkins, 
and Allison Russo 


Deputy Chief for Resource 
Management/Comptroller, 
Bureau of Medicine and Surgery 

Joseph B. Marshall, Jr. 


This newsletter is produced and 
distributed by the Program Analysis 
and Evaluation Division, Bureau of 
Medicine and Surgery under delivery 
order #N001 89-1 0-F-Z442. 
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